Foreign-body sensation is a nonspecifi c symptom of aerodigestive tract diseases. We describe the case of a 42year-old man who presented with a foreign-body sensation in the throat that was found to be caused by a displaced superior cornu of the thyroid cartilage. Such a displacement is not well known, but we believe that it may not be rare. Th ese cases can be overlooked and misdiagnosed as chronic nonspecifi c pharyngitis or laryngopharyngeal refl ux. However, a careful laryngoscopic examination by an otolaryngologist who considers the possibility of such a pathology may result in an accurate diagnosis, which might spare an aff ected patient from a lifelong pharmacotherapeutic regimen.
Introduction
Foreign-body sensation is a nonspecifi c symptom of aerodigestive tract diseases. Common causes are laryngopharyngeal refl ux, chronic pharyngitis, and upper esophageal motility disorders. When this symptom occurs in an elderly patient, a malignant lesion should also be ruled out. Because the cause of this problem is not always readily apparent, complaints may be dismissed as psychogenic.
Th e thyroid cartilage is the largest cartilage in the laryngeal skeleton. It is composed of two laminae that fuse anteriorly to form the laryngeal prominence. Th e posterior border of each lamina projects superiorly as the superior cornu and inferiorly as the inferior cornu.
Th e superior cornu attaches to the greater cornu of the hyoid bone by way of the lateral thyrohyoid ligament. Th e inferior cornu articulates with a facet on the cricoid cartilage to form the cricothyroid joint. Th e weakest point of the cartilage is the thin superior cornu.
Congenital or acquired anatomic variations of the thyroid cartilage can cause various degrees of clinical problems. We describe a case of foreign-body sensation in the throat that was associated with an abnormality of the superior thyroid cornu.
Case report
A 42-year-old man presented to our outpatient clinic with a 3-week history of an intermittent foreign-body sensation on the left side of his throat at the approximate level of the hyoid bone. Th e patient had no symptoms of sore throat, dysphagia, laryngopharyngeal refl ux, dyspnea, hoarseness, hemoptysis, hematemesis, or upper respiratory tract infection. He was not taking any medications, and his history was noncontributoryspecifi cally, he denied any previous neck trauma or general anesthesia.
Findings on the initial head and neck examination were normal. However, examination with a 70° rigid laryngoscope revealed a marked indentation of the mucosa at the left lateral hypopharyngeal wall (fi gure 1). Verifi cation that this was the site of the foreign-body sensation was confi rmed with the patient by palpation during endoscopy. Palpation stimulated the sensation and also revealed that the mass was mobile. Th e mass was covered with normal pharyngeal mucosa, and no evidence of any ulcerative lesion was observed. No other abnormality of the aerodigestive tract was visible.
Further workup to rule out other causes included computed tomography (CT) of neck and three-dimensional (3D) reconstructions of the thyroid cartilage, which demonstrated an anteromedial displacement of the left this condition would become symptomatic at a later age. Browning and Whittet postulated that a progressive medial deviation of the tip of the cornu may occur secondary to a diff erential calcifi cation of the root of the cornu as a result of the action of the inferior constrictor muscle. 4 Although this muscle is not attached to the superior cornu, it may compress the superior cornu during contraction and encourage a medial displacement as it sweeps upward and backward from the oblique line of the thyroid cartilage toward the midline raphe. However, while this theory might explain cases of bilateral medial displacement of the superior cornu, it is less convincing for unilateral cases.
superior cornu of the thyroid cartilage (fi gure 2). Th e patient refused surgical intervention when informed of the benign nature of the lesion.
Discussion
Th ere is a paucity of published literature on the superior cornu of the thyroid cartilage. Th e thyroid cartilage progressively ossifi es with age. Ossifi ed cartilages can fracture, and they may not return to normal alignment following trauma. Trauma can occur during endotracheal intubation, and it can be caused by external compression, such as strangulation. 1 Avrahami et al described 4 cases of a displaced superior cornu secondary to thyroid cartilage ossifi cation in elderly patients who had experienced minor external neck trauma followed by a foreign-body sensation and painful swallowing. 2 Smith et al reported 11 cases of a posteriorly and medially displaced superior cornu of the thyroid cartilage following external neck trauma; these patients had presented with dysphagia and/ or clicking in the throat. 3 Cases of abnormalities of the superior cornu of the thyroid cartilage have also been reported by Browning and Whittet, 4 Kao et al, 5 Wang et al, 6 and Nadig et al. 7 In some of these reports, endoscopic resection of the abnormalities led to a resolution of symptoms such as globus sensation and pain.
For patients with a displaced superior cornu who have no history of neck trauma or endotracheal intubation, it has been suggested that the defect might have been present from birth as the result of abnormal development of the fourth branchial arch. 8 However, it is unclear why 
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Th e diff erential diagnosis of a submucosal bulge in the hypopharyngeal wall is broad; it includes such entities as a retropharyngeal carotid artery, an abnormality of the greater horn of the hyoid bone, asymmetrical cervical spine osteophytes, and a submucosal neoplasm. CT can confi rm an abnormal position of the superior cornu regardless of whether it is anteromedial or posteromedial. Among patients who have chosen to undergo surgery, resection of these variations has led to a resolution of symptoms.
In conclusion, a displaced superior cornu of the thyroid cartilage is not a well-known pathology, but we believe that it may not be rare. Th ese cases can be overlooked or misdiagnosed as chronic, nonspecifi c pharyngitis or laryngopharyngeal refl ux. A careful laryngoscopic examination by an otolaryngologist who considers the possibility of this pathology may result in an accurate diagnosis, which might spare an aff ected patient from a lifelong pharmacotherapeutic regimen.
